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Cluster of HIV-Positive Young Women — New York, 1997-1998 


As of July 1997, six human immunodeficiency virus (HIV) infections in young 
women who reported sexual contact with the same HIV-infected man (putative index 
case-patient) were detected at health-service clinics in a rural county in upstate New 
York. During the next several months, other sexual contacts of the man were discov- 
ered by public health officials through routine voluntary partner notification inter- 
views, interviews with exposed women, and after a public announcement resulted in 
counseling and testing of approximately 1400 persons in the county. This report pre- 
sents epidemiologic and laboratory findings of the young women investigated as part 
of this cluster and suggests a common source of HIV infection for these women.* 

For this investigation, female sex partners of the putative index case-patient were 
considered primary contacts, male sex partners of HIV-infected primary contacts were 
considered secondary contacts, and female sex partners of the HIV-infected male sec- 
ondary contacts were considered tertiary contacts. Medical records of contacts were 
reviewed for demographic information, history of HIV counseling and testing, sexually 
transmitted diseases (STDs) (i.e., syphilis, gonorrhea, chlamydia, herpes, and tricho- 
monas), and drug and alcohol use. Blood specimens from consenting persons were 
forwarded to CDC for HIV DNA sequence analysis and for blinded serologic testing of 
specimens for syphilis, Chlamydia trachomatis, and herpes simplex virus type 2 (HSV- 
2). No blood specimen was available from the putative index case-patient. 

Forty-seven primary contacts were identified and reportedly had had vaginal sex 
with the index patient: 13 (31%) of 42 tested had HIV infection. From these 13 primary 
contacts, 84 secondary contacts were identified; one of 50 tested had HIV infection. 
Sixty secondary contacts had sexual exposure to the primary contacts during the 
same period or after the primary contacts had sexual exposure to the putative index 
case-patient; one of 39 tested had HIV infection. Three tertiary contacts of the one 
positive secondary contact were identified; the one tested was HIV negative. One of 
three infants born to HIV-infected women was positive by polymerase chain reaction 
(PCR) testing for HIV DNA. There was no evidence that the putative index case-patient 
or the HIV-infected primary contacts had had same-sex or needle-sharing contacts. 


*Single copies of this document will be available until May 27, 2000, from the National Preven- 
tion Information Network (NPIN) (operators of the National AIDS Clearinghouse), PO. Box 
6003, Rockville, MD 20850; telephone (800) 458-5231 or (301) 519-0459. 
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Blood samples for HIV DNA sequence analysis were obtained from 10 of the 13 HIV- 
infected primary contacts, the one HIV-infected secondary contact, and two HIV- 
infected persons from the community who were not epidemiologically related to the 
cluster (community-comparison persons). A nested PCR procedure was used to am- 
plify proviral HIV DNA sequences from peripheral blood mononuclear cells (PBMCs) 
from these 13 persons. A 345 nucleotide segment of the C2V3C3 region of the env 
gene and approximately 400 nucleotides of the p17 coding region of gag were se- 
quenced and analyzed in a blinded fashion. Phylogenetic analysis of the 13 sequences 
was performed with reference sequences from HIV subtypes A-D, F, and G from the 
GenBank’ database for both the env and gag gene regions. Bootstrapping, a tech- 
nique used to assess the relatedness of the viruses, demonstrated that all 13 se- 
quences were from subtype B viruses (7). Sequences from the 10 HIV-infected 
primary contacts—but not from the infected secondary contact, the two community- 
comparison persons, or subtype B reference strains—clustered strongly together in 
both gene regions. The phylogenetic analyses indicated a high degree of relatedness 
among the viruses infecting the 10 tested primary contacts and suggest that the in- 
fected secondary contact was probably infected by a source not related to this cluster. 

The 13 HIV-infected primary contacts reportedly had their last sexual exposure to 
the putative index case-patient during February 1996-January 1997 (Figure 1); 25 of 
the 29 primary contacts who were not HIV infected had last contact with him during 
January 1995-August 1997; data were missing for four. The median number of vaginal 
sexual exposures to the putative index case-patient was higher, although not signifi- 
cantly, for the HIV-infected women (six exposures; range: two-190 exposures) than for 
the uninfected women (three exposures; range: one-90 exposures) (data were miss- 
ing for six) (Wilcoxon rank sum test, p=0.07). Median ages at first exposure to the 
putative index case-patient were similar for HIV-infected women (17.8 years; range: 
13-22 years) (data were missing for one) and uninfected women (17.7 years; range: 
14-24 years) (data were missing for 14). Among exposed women, HIV infection was 
not associated significantly with a history of STDs (10 of 22), cocaine use (three of 22), 
alcohol use (two of 16), or serologic markers for STDs (15 of 25). When analyses were 
limited to seven HIV-infected and eight uninfected women with exposures only after 
September 1996 (Figure 1), HIV-infected women had significantly more exposures to 
the putative index case-patient (median: three exposures; range: two-six exposures) 
than the uninfected women (median: one exposure; range: one-two exposures (data 
were missing for two) (Wilcoxon rank sum test, p=0.005) 

Reported by: FB Coles, DO, GS Birkhead, MD, P Johnson, PF Smith, MD, State Epidemiologist, 
New York State Dept of Health; R Berke, MD, P Allenson, M Clark, Chautauqua County Dept of 
Health, Mayville, New York. Div of HIV/AIDS Prevention-Surveillance and Epidemiology, and 
Intervention Research Svcs, National Center for HIV, STD, and TB Prevention; Div of AIDS, STD, 
and TB Laboratory Research, National Center for infectious Diseases, CDC. 

Editorial Note: The findings in this report suggest a common source of HIV infection 
for at least 10 of 13 HIV-infected women who independently reported contact with the 
same partner. The high rate of HIV infection among sexual contacts of the putative 
index case-patient over a period of many months raises the possibility that efficient 
transmitters of HIV exist and may contribute disproportionately to HIV transmission. 

Reasons for the apparently high attack rate (31%) among primary sex contacts in 
this cluster are unclear. Persons with primary HIV infection (i.e., within several weeks 


"Use of trade names and commercial sources is for identification only and does not imply 
endorsement by CDC or the U.S. Department of Health and Human Services. 
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FIGURE 1. Timing of sexual exposure of HIV-infected and uninfected primary contacts 
to the putative index case-patient — New York, December 1993-October 1997 
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*Blood samples were not available for strain determination. 
"The HIV-infected primary contact with the earliest date of last exposure. 


after infection [2,3 ]) or those in the late stage of HIV infection (4) may be especially 
infectious because these periods are usually associated with high HIV viral loads (vire- 
mia). If the putative index case-patient was the common sex partner of these women, 
he probably was infected by or during February 1996 because the earliest date of last 
exposure for an HIV-infected primary contact was during February 1996. However, 
seven of 15 women whose first sexual exposure to the putative index case-patient was 
after September 1996 were HIV infected. These contacts probably would have been 
infected after the presumed period of primary HIV infection but before the late stage 
of HIV infection in the putative index case-patient (4). Thus, at least some HIV-infected 
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persons, such as the putative index case-patient, may be highly infectious at times 
other than the primary or late stage of HIV infection. 

Other characteristics may be critical in determining the likelihood of HIV transmis- 
sion. Host susceptibility or infectiousness may increase as a result of inflammation or 
ulceration associated with STDs (5). For the susceptible partner, genital ulcerative in- 
fections (e.g., syphilis and HSV-2) are cofactors that facilitate transmission (5), but 
STDs were not significantly associated with being HIV-infected among the primary 
contacts in this cluster. 

This cluster occurred despite other prevention successes in the county among 
youth (6). Discovery and evaluation of this cluster were possible, in part, because of 
the low background prevalence of HIV infection in the county (6) (i.e., relatively few 
new cases of HIV infection could be detected and followed by public health personnel) 
and a coordinated response by health officials enabled prompt epidemiologic and 
laboratory investigations. 

This cluster of infection has implications for HIV intervention and prevention. Un- 
recognized social and sexual networks of youth at high risk for HIV and other STDs 
exist even in rural areas where HIV prevalence is relatively low, and these networks 
can facilitate the rapid spread of HIV infection. It is important for public health pro- 
grams to provide effective HIV prevention services to youth in rural areas. 
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Progress Toward Global Poliomyelitis Eradication — 1997-1998 


In 1988, the World Health Assembly resolved to eradicate poliomyelitis globally by 
2000 (7). Since then, substantial progress has been reported by all countries where 
polio is endemic in implementing the recommended polio eradication strategies (i.e., 
achieving and maintaining high routine coverage with oral poliovirus vaccine [OPV]; 
conducting National Immunization Days [NIDs]* to rapidly decrease poliovirus circu- 
lation; establishing sensitive surveillance systems for polio cases and poliovirus; and 
carrying out mopping-up vaccination activities to eliminate the remaining reservoirs 
of poliovirus transmission) (2,3). Although much progress has been made in many 
countries, substantial obstacles remain, particularly in 14 priority countries (i.e., global 


*Nationwide mass campaigns over a short period (days to weeks), in which two doses of OPV 
are administered to all children in the target age group (usually aged <5 years), regardless of 
vaccination history, with an interval of 4-6 weeks between doses. 
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reservoir countries’ or countries with ongoing armed internal strife or civil war) 
(Figure 1). This report updates progress during 1998 toward the global eradication 
target and describes accelerated activities to achieve the 2000 goal. 


Progress in Implementing Polio Eradication Strategies 

Routine vaccination. During 1990-1997, reported coverage with three doses of OPV 
(OPV3) remained at approximately 80% (82% in 1997). Among the World Health Or- 
ganization (WHO) regions, OPV3 coverage ranged from 82% (Region of the Americas) 
to 93% (Western Pacific Region) except for the African Region (53%). 

Supplementary vaccination. During 1998, approximately 470 million children re- 
ceived OPV during NIDs (in 74 countries) and Sub-National Immunization Days 
(SNIDs)° (in 16 countries). As of May 1999, only the Democratic Republic of Congo (DR 
Congo) and Sierra Leone have not conducted full NIDs but did conduct SNIDs in 1998. 
Liberia, Somalia, and Sudan, areas affected by armed conflict, particularly have been 
successful in conducting NIDs. In Liberia, approximately 580,000 children were vacci- 
nated twice, in January and March 1999. In Somalia, NIDs covered all areas during 


tCountries where polio is endemic that have large populations and that may export poliovirus 
to neighboring countries and elsewhere. 

SFocal mass campaigns in high-risk areas over a short period (days to weeks) in which two 
doses of OPV are administered to all children in the target age group, regardless of vaccination 
history, with an interval of 4-6 weeks between doses. 


FIGURE 1. Countries where poliomyelitis is endemic, countries considered to be 
poliovirus reservoirs,* and countries with ongoing armed internal strife or civil war 
— 1998 
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*Countries where polio is endemic that have large populations and that may export poliovirus 
to neighboring countries and elsewhere. 
tReservoir country also affected by ongoing conflict. 
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August-November 1998, reaching approximately 1.4 million children. In Sudan, NIDs 
in March and April 1998 and again in March and April 1999 in the conflict zone reached 
approximately 1 million children who had not been vaccinated during previous NIDs. 
During intensified NIDs in India in December 1998 and January 1999, 134 million chil- 
dren were vaccinated; door-to-door vaccination was used in high-risk areas (4 ). 

Mopping-up. A mopping-up campaign was conducted in adjoining areas of south- 
eastern Turkey, western Iran, northern Iraq, and northeastern Syria during the fall of 
1998, reaching approximately 2 million children aged <5 years (5). The activity tar- 
geted a focus of wild poliovirus transmission in WHO's European and Eastern Mediter- 
ranean regions. Turkey is the only country in the European Region to report wild 
poliovirus in 1998. 

Acute flaccid paralysis (AFP) surveillance. The objective of AFP surveillance is to 
detect poliovirus circulation and identify high-risk areas to target for supplementary 
vaccination; the data also will be used for certification of polio eradication. Two indica- 
tors determine the quality of AFP surveillance: 1) the reported rate of AFP not attribut- 
able to polio (i.e., nonpolio AFP rate) to assess the sensitivity of case detection and 
reporting (target: >1 nonpolio AFP case per 100,000 children aged <15 years annually); 
and 2) the proportion of AFP cases from which two adequate specimens‘ have been 
collected (target: two adequate stool specimens from 280% of AFP cases). 

The number of AFP cases reported globally increased substantially from 
18,062 cases in 1997 to 24,875 cases in 1998 (Table 1) mainly because of improved AFP 
surveillance in India. The global nonpolio AFP rate increased from 0.7 per 100,000 
population in 1997 to 1.1 in 1998. In the African Region, the nonpolio AFP rate more 
than doubled from 0.16 in 1997 to 0.42 in 1998. The proportion of AFP cases with two 
adequate specimens increased globally from 63% in 1997 to 67% in 1998. Only the 
Western Pacific (86%) and European (78%) regions have reached the levels of stool 
specimen collection necessary for eradication certification. 

AFP surveillance has been initiated in all countries where polio is endemic, but is in 
its early phases in DR Congo, Sudan, and Somalia. AFP reporting is incomplete in 
many African countries, and stool specimen collection is inadequate, with stool speci- 
mens collected for 38% of AFP cases. However, surveillance has improved substan- 
tially in many African countries; for example, the number of AFP cases reported in 
Nigeria increased from five in 1997 to 525 in 1998 (6). The improvement in surveil- 
lance indicators in the South-East Asian Region of WHO largely is due to improved 
reporting from India, where 59 surveillance officers were appointed in late 1997 (4). 

Global Poliovirus Laboratory Network. By the end of 1998, the Global Poliovirus 
Laboratory Network expanded to include 117 national and subnational, 15 regional 
reference, and six global specialized laboratories. Laboratories in the network must be 
accredited each year by WHO. Overall, 80% of the network laboratories have been 
reviewed for accreditation, and 80% of these have been fully accredited. Most of the 
remaining laboratories were accredited provisionally pending subsequent review by 
the end of 1999. 


‘Two stool specimens, collected 24-48 hours apart within 14 days of onset of paralysis, arriving 
in the laboratory with ice present. 
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Impact on Polio Incidence 

As of May 24, 1999, 6227 polio cases with onset during 1998 were reported world- 
wide (Table 1). This number exceeds the 5185 cases reported in 1997 by 20%. 
Poliovirus transmission now is confined largely to the remaining major foci of trans- 
mission in southern Asia, western Africa, central Africa, and the Horn of Africa. At the 
end of 1998, poliovirus was suspected or known to circulate in 50 countries, including 
seven major reservoir countries (Bangladesh, DR Congo, Ethiopia, India, Nepal, Nige- 
ria, and Pakistan), and eight countries in conflict (Afghanistan, Angola, DR Congo, Li- 
beria, Sierra Leone, Somalia, Sudan, and Tajikistan) (Figure 1). The southern Asia 
reservoir countries reported 280% of all polio cases globally in 1998. 


Plans for Acceleration of Polio Eradication 

To achieve the goal of global polio eradication by 2000, a plan for accelerating polio 
eradication strategies has been developed by WHO in collaboration with other polio 
eradication partners. The most important additional activities are 1) in DR Congo and 
Angola, conducting three rounds of nationwide house-to-house OPV vaccination cam- 
paigns in 1999 and 2000 during July-September; 2) in India, carrying out four rounds 
of intensified NIDs incorporating extensive house-to-house vaccination (called pulse 
polio immunization) during October 1999-January 2000 and adding two extra rounds 
of SNIDs each year; and 3) in Pakistan, Bangladesh, Nigeria, and Ethiopia, in addition 
to NIDs, conducting two extra rounds of house-to-house SNIDs targeting 25%-50% of 
the target population. 

Reported by: Vaccines and Other Biologicals Dept, World Health Organization, Geneva, Switzer- 
land. Respiratory and Enterovirus Br, Div of Viral and Rickettsial Diseases, National Center for 
Infectious Diseases; Vaccine Preventable Disease Eradication Div, National Immunization 
Program, CDC. 

Editorial Note: Three WHO regions have eliminated or are close to eliminating 
poliovirus—the Region of the Americas has been polio-free since 1991, the Western 
Pacific Region has not detected poliovirus since March 1997, and poliovirus transmis- 
sion in the European Region is confined to southeastern Turkey. Reaching the global 
polio eradication goal will require accelerated activities in the remaining major foci of 
poliovirus transmission in southern Asia and in Africa. 

AFP surveillance is not of sufficient quality, particularly in a number of African 
countries, to assess accurately the effect of supplementary vaccination or target 
mopping-up vaccination. Additional resources have been made available to African 
countries, where intense efforts are now under way to enhance surveillance rapidly. 
The reporting of AFP cases and isolation of wild poliovirus from Afghanistan, Somalia, 
and Sudan demonstrate the feasibility of AFP surveillance in war-torn countries. 

Poliovirus transmission is most intense in the major global reservoir countries with 
large populations—Bangladesh, DR Congo, Ethiopia, India, Nigeria, and Pakistan. 
With the exception of DR Congo, NIDs have reduced substantially poliovirus circula- 
tion in the global reservoir countries. Virologic surveillance in both India and Pakistan 
demonstrated a large decrease in the biodiversity of circulating polioviruses, indicat- 
ing a continued reduction in the number of independent chains of transmission. 
However, poliovirus type 2, usually the first serotype eliminated once effective supple- 
mentary vaccination begins, was isolated in 1998 in India, Nigeria, and Pakistan, indi- 
cating the continued presence of substantial nonimmune population subgroups in 
these countries. 
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The observed increase in polio cases from 1997 to 1998 is caused primarily by im- 
provements in AFP surveillance, particularly in India. As reporting becomes more 
complete, a higher percentage of polio cases is identified and reported, although the 
actual number of cases probably has decreased substantially. 

Conflicts in priority countries hinder implementation of polio eradication strategies, 
particularly vaccination campaigns. Because further delays will endanger reaching the 
global eradication goal, the polio eradication initiative (PEI) is now focusing much of 
its resources on key countries in conflict—Afghanistan, Angola, and DR Congo—to 
assure comprehensive NIDs will be conducted in 1999 and that AFP surveillance sys- 
tems will be expanded and improved. WHO and the United Nations Children’s Fund 
(UNICEF) have requested that the United Nations assist in negotiating Days of Tran- 
quility for vaccination in DR Congo. 

Substantial external resources will be required to implement these activities, espe- 
cially because the PEI focuses on countries that are least able to bear the additional 
cost. The plan to accelerate polio eradication activities in priority countries calls for 
increased house-to-house vaccination, which increases the cost per child vaccinated 
compared with conventional NIDs. Continued support from the polio partnership (Ro- 
tary International; CDC; U.S. Agency for International Development; UNICEF; WHO; 
and the governments of Japan, the United Kingdom, Denmark, and Germany) will be 
important. New partners, including the United Nations Foundation and the private 
sector, probably will enhance support in the near future. 
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Cigarette Smoking During the Last 3 Months of Pregnancy 
Among Women Who Gave Birth to Live Infants — 
Maine, 1988-1997 


Cigarette smoking during pregnancy is associated with adverse birth outcomes 
(e.g., low birthweight and preterm delivery) (7). The adverse effect of smoking on 
birthweight occurs primarily during the last trimester of pregnancy (7). To study 
smoking prevalence over time among women who gave birth to live infants in Maine, 
CDC and the Maine Department of Human Services (MDHS) analyzed self-reported 
data from the Pregnancy Risk Assessment Monitoring System (PRAMS) collected dur- 
ing 1988-1997. This report summarizes the results of this analysis, which indicate that 
despite the overall decline in smoking prevalence in Maine among women who gave 
birth to live infants, smoking prevalence remains high during the last 3 months 
of pregnancy among young women and low-income women, particularly those 
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participating in the Special Supplemental Nutrition Program for Women, Infants, and 
Children (WIC).* 

Maine PRAMS surveys a sample of new mothers about pregnancy-related behav- 
iors, including smoking during pregnancy. Each month, a stratified systematic sample 
of 125 new mothers is selected from recently processed live-born infants’ birth certifi- 
cates. Selected women are mailed a questionnaire 2-6 months postpartum; nonre- 
spondents are mailed up to two additional questionnaires, followed by attempted 
telephone contact, if necessary. 

From 1988 through 1997, the response rate to PRAMS in Maine was approximately 
80%. The 10,770 women participating in the survey were representative of 138,668 
women in Maine who gave birth to live infants during these years. PRAMS partici- 
pants were asked whether they smoked during the last 3 months of pregnancy. 
SUDAAN was used to account for the sample design in estimating prevalence per- 
centages and standard errors (2). Data were weighted to adjust for survey design, 
nonresponse, and sampling frame noncoverage.' To examine trends over time, logis- 
tic regression was performed using SUDAAN where the outcome was cigarette smok- 
ing during the last 3 months of pregnancy and the predictor variable was infant birth 
year. Data on smoking prevalence were examined by maternal age (<20 years and 
-20 years) and by WIC participation. Selected demographic characteristics and partici- 
pation in WIC and Medicaid for 1988 and 1997 were examined to observe changes in 
the population participating in PRAMS. 

The overall smoking prevalence during the last 3 months of pregnancy among 
women in Maine who gave birth to live infants declined from 30.7% (95% Cl=26.3%- 
35.0%) in 1988 to 20.4% (95% Cl=17.7%-23.2%) in 1997 (p<0.01). Smoking during the 
last 3 months of pregnancy among women aged >20 years declined from 30.0% (95% 
Cl=25.4%-34.5%) in 1988 to 18.7% (95% Cl=15.8%-21.6%) in 1997 (p<0.01); no signifi- 
cant change was observed for women aged <20 years, from 37.4% (95% Cl=21.3%- 
53.5%) in 1988 to 37.9% (95% Cl=26.9%-49.0%) in 1997 (Figure 1). 

Smoking prevalence declined among WIC participants and nonparticipants 
Among WIC participants, smoking prevalence declined from 53.1% (95% Cl=42.9%- 
63.3%) in 1988 to 34.4% (95% Cl=28.9%-39.8%) in 1997; among nonparticipants, smok 
ing declined from 23.9% (95% Cl=19.3%-28.5%) in 1988 to 12.6% (95% Cl=9.8%-15.3%) 
in 1997 (Figure 2). 

To examine demographic changes among women participating in PRAMS, selected 
population and program participation characteristics for 1988 and 1997 were ana- 
lyzed. PRAMS participants who gave birth to live infants in 1997 were older and more 
educated than were participants in 1988. They also were more likely to have entered 
prenatal care during the first trimester, to have enrolled in Medicaid and/or WIC, and 
to have received advice about smoking from a health-care provider (Table 1). 
Reported by: Office of Data, Research, and Vital Statistics, Bur of Health, Maine Dept of Human 
Svcs. Program Svcs and Development Br, Div of Reproductive Health, National Center for 
Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: The findings in this report indicate that during 1988-1997 smoking 
prevalence during the last 3 months of pregnancy decreased among women who 


*WIC provides prenatal nutrition and health education services to low-income pregnant women. 
'Noncoverage adjustment is performed to bring the totals estimated from sampled data in line 


with known population totals. The magnitude of the noncoverage is small, from 1% to 2% in 
Maine. 
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FIGURE 1. Percentage of women who smoked during the last 3 months of pregnancy 
and gave birth to live infants, by age group and infant birth year — Maine, Pregnancy 
Risk Assessment Monitoring System, 1988-1997* 


100 
80 
60 


40 = 


Percentage 


oe tee a i 


1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 
Year 


*Data for 1988 are for June—December. 


FIGURE 2. Percentage of women who smoked during the last 3 months of pregnancy 
and gave birth to live infants, by WIC* participation and infant birth year — Maine, 
Pregnancy Risk Assessment Monitoring System, 1988-1997t 


100 = 
80 = 
60 - 


40 - 


Percentage 


0 


1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 
Year 


*Special Supplemental Nutrition Program for Women, Infants, and Children. 
*Data for 1988 are for June—-December. 
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TABLE 1. Demographic characteristics of women who gave birth to live infants — 


Maine, 1988 and 1997 





Characteristic 


1988 (n=704) 





(95% Ci") 


1997 (n=1187) 





(95% Cl) 





Parity 


Age (yrs) 
<20 
20-24 
25-29 
30-34 
35 


Married 


Education 
Less than high school 
High school 
More than high school 


Entered prenatal care 
First trimester 
Later or no care 


Enrolled in Medicaid 
Enrolled in WICS 


(36.4%-45.7%) 
(31.2%-40.3%) 
(14.4%-21.6%) 
( 3.0%- 7.2%) 


( 6.3%-11.9%) 
(27.9%-36.8%) 
(28.2%-37.2%) 
(15.3%-22.5%) 
( 4.6%-— 9.4%) 


(78.4%-86.0%) 


( 8.9%-15.7%) 
(46.1%-55.5%) 
(32.3%-41.4%) 


(66.8%-75.4%) 
(24.5%-33.1%) 


(16.6%-24.4%) 
(18.9%-27.0%) 


(40.1%-46.5%) 
(32.4%-38.7%) 
(13.8%-18.7%) 
( 3.5%- 6.2%) 


( 7.1%-11.1%) 
(18.8%-24.2%) 
(29.9%-35.9%) 
(20.5%-25.9%) 
(11.1%-15.4%) 


(68.0%-74.2%) 


( 7.6%-11.6%) 
(34.8%-41.3%) 
(49.0%-55.6%) 


(81.0%-86.0%) 
(14.0%-19.0%) 


(30.7%-37.0%) 
(33.2%-39.6%) 


Received smoking 
advice! 74.1 (69.9%-78.2%) (79.5%-84.5%) 

Smoked during the last 
3 months of pregnancy 30.7 (26.3%-35.0%) 

*Data for 1988 were collected for June—-December 

Confidence interval 

5Special Supplemental Nutrition Program for Women, Infants, and Children. 

'During the 10-year period, questionnaire wording changed to ascertain information about 
smoking advice received from a health-care provider. The 1988-1995 questionnaire asked “Did 
a doctor or nurse talk with you about how smoking during pregnancy could affect your baby?” 
The 1995-1997 questionnaire asked “During any of your prenatal care visits, did a doctor, 
nurse, or other health-care worker talk with you about any of the things listed below?” The 
second item was “How smoking during pregnancy could affect your baby?” 


(17.7%-23.2%) 





gave birth to live infants in Maine. Consistent with these findings, the Maine Behav- 
ioral Risk Factor Surveillance System indicated that smoking prevalence among 
reproductive-aged women (18-44 years) declined from 34% in 1988 to 24% in 1997 
(3; M. Henson, MDHS, personal communication, 1999). Among women aged 
<20 years participating in PRAMS, more than one third reported smoking during the 
last 3 months of pregnancy throughout this period. 

Among WIC participants who gave birth to live infants, smoking prevalence during 
the last 3 months of pregnancy remained high. Because WIC is a prenatal nutrition and 
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health education program serving low-income women and children, WIC provides op- 
portunities for intervention and follow-up of women who are pregnant and smoke. 

Declines in smoking prevalences observed in this survey may be attributed to state- 
wide tobacco prevention and control efforts, changes in the programs serving preg- 
nant women, demographic and societal changes, or a combination of these factors. 
Project ASSIST (American Stop Smoking Intervention Study for Cancer Prevention), 
which began in 1991, has built a geographically and programmatically diverse net- 
work of activities that focus on tobacco-use prevention in Maine (4). Beginning in 
1993, MDHS sponsored a smoking cessation project for pregnant women. Shifts in 
demographic and social characteristics also occurred among women participating in 
PRAMS. Women who have more education were less likely to report smoking during 
pregnancy (5), and other factors (e.g., early prenatal care and increased access to 
health-care services) may have contributed to declines in smoking during pregnancy. 

The findings in this report are subject to at least two limitations. First, data are 
self-reported and can be subject to recall bias. Second, although smoking during the 
last 3 months of pregnancy was analyzed, smoking behaviors may have changed dur- 
ing pregnancy. 

These trends indicate that Maine programs targeting tobacco prevention and con- 
trol may have reduced smoking. Targeted and appropriate efforts for young, low- 
income, and less educated women are needed to increase smoking cessation in these 
populations, and WIC programs may be one channel to accomplish this goal. Compre- 
hensive tobacco prevention and control programs in other states have shown a de- 


cline in smoking after the campaigns were implemented (6-8 ). MDHS Partnership for 
a Tobacco Free Maine will design approaches to prevent young persons from starting 
to smoke, to protect citizens from environmental tobacco smoke, and to promote 
smoking cessation among adults. These activities might reduce smoking not only 
among adults in Maine but particularly among pregnant women, thereby reducing the 
adverse effects of smoking on mothers and infants. 
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Laboratory Practices for Prenatal Group B Streptococcal Screening 
and Reporting — 
Connecticut, Georgia, and Minnesota, 1997-1998 


Group B Streptococcus (GBS) is a leading cause of neonatal sepsis in the United 
States (7). CDC, in collaboration with the American College of Obstetricians and 
Gynecologists and the American Academy of Pediatrics, recommends that laborato- 
ries adopt optimal screening practices* to identify GBS and to promptly report test 
results so that GBS-colonized pregnant women can receive antibiotics during labor 
(1-7). To assess GBS screening practices in clinical laboratories, state health depart- 
ments surveyed laboratories in Connecticut, Georgia, and Minnesota, participants in 
the Emerging Infections Program. The survey found that the practices of some partici- 
pating laboratories were suboptimal, particularly in their lack of use of selective broth 
media for culture of GBS. 

During May 1997-February 1998, surveys were mailed to all microbiology laborato- 
ries in Connecticut (46) and Minnesota (153), and to all 59 laboratories in the 20-county 
metropolitan area of Atlanta, Georgia. The survey asked about the anatomical source 
of specimens, media used for culture, and methods of reporting GBS test results to 
health-care providers. Responses to the survey were received from 46 (100%) labora- 
tories in Connecticut, 148 (97%) in Minnesota, and 52 (88%) in Georgia. Responses 
were analyzed from laboratories that processed GBS specimens (39 [85%] in Con- 
necticut, 38 [73%] in Georgia, and 101 [68%] in Minnesota). 

Selective broth media were used in 24 (62%) laboratories in Connecticut, 15 (39%) 
in Georgia, and 42 (42%) in Minnesota (Table 1). Some laboratories (4%-14% in each 
state) used antigen detection kits for detecting GBS directly from clinical specimens 
without culture back-up. Providers were notified when an inappropriate (other than 
vaginal/rectal) specimen was received in 20 (51%) laboratories in Connecticut and one 
(3%) in Georgia. In Minnesota, 17 (17%) laboratories informed providers that the 
specimen was inappropriate when a cervical specimen was submitted. In Connecticut, 
if specimens were not labeled for a GBS screen, 18 (51%) laboratories processed the 
specimens without specific steps for GBS identification, 13 (37%) processed specifi- 
cally for GBS, and four (11%) processed specimens based on anatomical site. In 1998 
in Georgia, 19 (58%) of 33 laboratories did not process for GBS when they received 
genital specimens without specific labeling for GBS. Laboratories used a variety of 
methods to report test results to health-care providers (Table 1). 

During March—May 1998, each of the three state health departments provided the 
participating laboratories with survey results and recommendations designed to opti- 
mize identification of pregnant women colonized with GBS. Follow-up data indicated 
that in Connecticut, the use of selective broth media increased from 62% to 92%; in 


Georgia, it increased from 39% to 67%. Minnesota data were not available for this 
report. 


* Optimal detection of GBS depends on culture of combined vaginal/rectal swabs collected from 
women at 35 to 37 weeks’ gestation and the use of selective broth media (Todd-Hewitt broth 
with either colistin and nalidixic acid or gentamicin and nalidixic acid). Prenatal screening is 
one of two strategies recommended for perinatal GBS disease prevention; the alternative is 
risk-based and identifies candidates for intrapartum antimicrobial prophylaxis based on risk 
factors present during labor (i.e., gestation at <37 weeks, duration of rupture of membranes 
218 hours, and maternal fever) (7). 
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TABLE 1. Microbiology laboratory practices for group B streptococcal specimen 
processing and feedback — Connecticut, Georgia, and Minnesota, 1997-1998 





Connecticut (n=39) Georgia (n=38*) Minnesota (n=101) 
Practice No. (%) No. (%) No. (%) 


Receive combined 

vaginal/rectal specimens 27 (69) 18 (47) 55 (54) 
Use selective broth media 24 (62) 15 (39) 42 (42) 
Use antigen kits without 

culture backup (10) (14) ( 4) 
Method of reporting 

laboratory results to the 

provider' 

Electronic (74) 

Courier (67) 

Telephone (59) 

Fax (59) 

Mail (26) 

Other ( 5) 











*Denominator varied because of missing responses. 
'More than one method could be used. 


Reported by: A Roome, PhD, H Linardos, J Hadler, MD, State Epidemiologist, Emerging Infec 
tions Program, Connecticut Dept of Public Health. R Lynfield, MD, J Besser, MS, S Johnson, 
K White, MPH, R Danila, PhD, Acting State Epidemiologist, Emerging Infections Program, 
Minnesota Dept of Health. J Koehler, DVM, A Fiore, MD, P Blake, MD, Acting State Epidemiolo- 
gist, Epidemiology Section; M Ray, MS, M Park, PhD, Div of Public Health Laboratory, Emerging 
Infections Program, Div of Public Health, Georgia Dept of Human Resources. W Baughman, 
MPH, Veterans Administration Medical Center, Emory Univ School of Medicine, Atlanta, 
Georgia. Respiratory Diseases Br, Div of Bacterial and Mycotic Diseases, and Emerging Infec- 
tions Program, National Center for Infectious Diseases; and an EIS Officer, CDC. 

Editorial Note: To prevent perinatal GBS disease, screening relies on cultures of 
vaginal/rectal swabs collected from women at 35 to 37 weeks’ gestation followed by 
intrapartum antimicrobial prophylaxis if the culture is positive (7). When optimally 
executed, screening can decrease early-onset neonatal GBS disease by 78% (8 ). Geo- 
graphic areas with a higher proportion of hospitals with neonatal GBS prevention poli- 
cies have lower incidence rates of early-onset GBS disease than areas with fewer 
hospitals with these policies (9). However, screening requires appropriate and accu- 
rate specimen collection, labeling, and use of culture media, and effective reporting of 
results to the health-care providers present at the time of delivery. 

Laboratories have a role to play at each step of the GBS screening process. First, 
specimens should be combined vaginal/rectal swabs. Because vaginal/rectal swabs 
improve GBS isolation rates by 40% over vaginal specimens alone (2,3), and cervical 
cultures yield 40% fewer positive cultures than do single vaginal swabs (4 ), laborato- 
ries that receive cervical or vaginal specimens should alert providers that vaginal/ 
rectal specimens are recommended for GBS detection. Second, specimens must be 
clearly and correctly labeled to avoid inappropriate and potentially costly mistakes in 
culture methods. Third, laboratories must use an appropriate culture technique. Use 
of selective broth media can increase GBS isolation by 50% over nonselective media 
(5-7 ); of the laboratories surveyed, 38%-61% were not using selective broth media, 
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and 4%-14% continued to use an antigen testing method without culture back-up 
even though this method has poor sensitivity (70). However, follow-up data from 
Connecticut and Georgia showed the feasibility for laboratories to switch to selective 
broth use. Fourth, culture results must be available to labor and delivery providers. 
From 40% to 79% of laboratories use electronic methods to report GBS test results to 
providers. Computerized methods of communicating culture results allow continuous, 
convenient access by multiple providers for individual patients. 

The findings in this report are subject to at least two limitations. First, because the 
survey included only three states, the results might not be applicable to other states. 
Second, although the respondents provided direct information about laboratory prac- 
tices, the survey could provide only indirect information on physician practices. 
Connecticut and Minnesota health departments are conducting studies of health-care 
provider GBS prevention practices. 

Appropriate laboratory practices and cooperation among health-care providers, 
laboratories, and labor and delivery facilities are integral to effective perinatal GBS 
disease prevention. An example of a report sent to laboratories in this survey and 
results and recommendations are available on the World-Wide Web at 
http://www.health.state.mn.us/divs/dpc/ades/invasive.htm!' and from CDC. Copies of 
GBS prevention guidelines and other information for health-care providers and preg- 
nant women are available at http:/www.cdc.gov/ncidod/dbmd/gbs or from CDC’s Res- 
piratory Diseases Branch, Division of Bacterial and Mycotic Diseases, National Center 
for Infectious Diseases, Mailstop C-23, 1600 Clifton Road, N.E., Atlanta, GA 30333. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending May 22, 1999, with historical data — United States 


A R T 
DISEASE DECREASE INCREASE : Sa WEEKS 


Hepatitis A : 770 

Hepatitis B 423 

Hepatitis, C/Non-A, Non-B 133 
Legionellosis 
Measles, Total* 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 





0.03125 0.0625 0.125 0.25 05 1 
Ratio (Log Scale) t 


Beyond Historical Limits 


*The large apparent decrease in the number of reported cases of measles (total) reflects 
dramatic fluctuations in the historical baseline. (Ratio [log scale] for week 20 measles [total] 
is 0.024233.) 

Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending May 22, 1999 (20th Week) 





Cum. 1999 |_Cum. 1999. 





Anthrax Plague 
Brucellosis 15 Poliomyelitis, paralytic 
Cholera Psittacosis 
Congenitai rubella syndrome 2 Rabies, human 
Cryptosporidiosis* 446 Rocky Mountain spotted fever (RMSF) 
Diphtheria Streptococcal disease, invasive Group A 
Encephalitis: California* Streptococcal toxic-shock syndrome* 
eastern equine* Syphilis, congenital’ 
St. Louis* Tetanus 
western equine* Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* Yellow fever 
HIV infection, pediatric** 














“no reported cases 

*Not notifiable in all states 

' Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (NCID). 

5 Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for 
HIV, STD, and TB Prevention (NCHSTP), last update April 25, 1999. 

1 Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending May 22, 1999, and May 23, 1998 (20th Week) 
Escherichia 
coli 0157:H7 

AIDS Chiamydia NETSS* PHLIS Gonorrhea 
Cum Cum Cum Cum Cum Cum Cum | Cum 
1999° 1998 19993 1998 1999 1939 1999 1998 
14,890 18,103 210,132 220,22 127,423 











Reporting Area 
UNITED STATES 























112,332 


NEW ENGLAND 
Maine 


607 
10 
12 


7,295 7,959 
193 357 


2,168 
12 


N.H 349 373 34 
vt 10 189 1 3 11 
Mass 271 3,330 3 2s 5 781 
R.! 60 892 4 139 
Conn 342 7 1,191 
MID. ATLANTIC 664 14,748 
Upstate N.Y. N 2,488 
560 13 5,899 
3,626 C 3 1 2,653 
478 3,708 
E.N. CENTRAL 697 
Ohio 7 765 
ind U 
! 5 838 
Mich 1 3,495 
Wis § 13 599 
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Minn 2,456 
lowa ! 1,108 
Mo 7 U 
N. Dak 25 
S. Dak 1 653 
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N: Not notifiable U: Unavailable no reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
“Updated monthly from reports to the Division of HIV/AIDS Prevention Surveillance and Epidemiology, National Center for HIV, STD 
,2nd TB Prevention, last update April 25, 1999 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 22, 1999, and May 23, 1998 (20th Week) 

Lyme Syphilis Rabies, 

Legionellosis Disease Malaria (Primary & Secondary) Tuberculosis Animal 


: Cum Cum Cum Cum Cum Cum Cum Cum. Cum Cum Cum. 
Reporting Area 1999 1998 1999 1998 1999 1998 1999 1998 1999* 1998* 1999 





























UNITED STATES 351 449 1,640 1,725 384 436 2,286 2,695 2,018 3,118 1,988 

NEW ENGLAND 2 281 432 15 18 26 29 123 155 322 
4 1 1 » : 

7? : 1 17 

2 1 2 53 

101 c 20 59 65 

25 16 7 40 

os 42 é 87 

MID. ATLANTIC 1 396 

Upstate N.Y. g 0 21 104 7 269 

453 U 

152 71 

U 56 


130 


aN 
ooc 
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Minn 

lowa 
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N. Dak 
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we NaN 
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Guam , 37 
PR 46 


VA U U } { { U U 
U U 


Amer. Samoa ) U 
C.N.M.| 54 





N: Not notifiable U: Unavailable no reported cases 


*Cumulative reports of provisional tuberculosis cases for 1998 and 1999 are unavailable (“U") for some areas using the Tuberculosis 
Information Management System (TIMS) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending May 22, 1999, 


and May 23, 1998 (20th Week) 





Reporting Area 


H. influenzae, 
invasive 


Hepatitis (Viral), by type 


Measies (Rubeola) 





A B Indigenous 


imported’ 








Cum Cum 
1999* 1998 











Cum Cum Cum Cum 
1998 1999 1998 1999 1999 








Cum Cum. 
1999] 1999 1999 





UNITED STATES 
NEW ENGLAND 
Maine 

NH 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

LS J 


Wis 


W.N. CENTRAI 


CENTRAL 


CENTRAL 


Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 

Ar z 

Utah 

Nev 
PACIFIC 
Wash 

Oreg 

Calif 
Alaska 
Hawaii 
Guam 

PR 

V1 

Amer. Samoa 
C.N.M.1 


473 
32 

2 

2 
25 


8,769 2,304 3,329 
123 57 

12 

6 

3 

39 

8 

50 


128 
223 


14 


Nw 
INN 
ON 


OwoOon¢ 


> 


11 32 
2 3 


1 





N: Not notifiable 


U: Unavailable 


no reported cases 


“Of 96 cases among children aged <5 years, serotype was reported for 39 and of those, 5 were type b 
t 
For imported measies, cases include only those resulting from importation from other countries. 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending May 22, 1999, 
and May 23, 1998 (20th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 
Cum Cum Cum Cum Cum Cum Cum. 
Reporting Area 1999 1998 1999 1999 1999 1999 1998 1999 1999 
UNITED STATES 1,033 1,254 2 137 84 1,988 1,696 2 34 
NEW ENGLAND 46 63 150 3 




















MID. ATLANTIC 


Upstate N.Y. 


E.N. CENTRAL 
Ohio 
Ind 
Mich 
Wis 


W.N. CENTRAL 


CENTRAL 


Miss 
W.S. CENTRAL 


MOUNTAIN 
Mont 
Idaho 


2-44 


NN J 
MAI OOWD-O 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Ww yu 
WONOZND Dawa 


Guam U 

PR 

Vi U U 
Amer. Samoa U U U 
C.N.M.1 U 


NCC 





N: Not notifiable U: Unavailable no reported cases 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
May 22, 1999 (20th Week) 


All Causes, By Age (Years) Pad’ All Causes, By Age (Years) 











Reporting Area All 
Ages 


Totai Reporting Area All 
Ages 


>65 a5] 25-44] 1-24 | <1 














>65 | 45-64 | 25-44 1-24 





1 814 227 11 
7 92 & 1 


4 


> 


JOnNeon 








ov ailable no reported cases 


“Mortality data in this table are voluntarily reported from es in the United States, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrenc by the week that the death certificate was filed. Fetal deaths are not 
ncluded 
Pneumonia and influenza 

5 ‘ r . { f 
Because of changes in reporting methods in this Pennsylvania vumbers are partial counts for the current week. Complete 


bunts will De available in 4 to 6 weeks 


tr 
Total includes unknown ages 
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